->a peculiar clinical manifestation, the red patches of the skin, and that these occur in such a high proportion of cases (28 of 32) as to make the diagnosis very likely on clinical grounds alone. That this sign is not absolutely specific and pathognomonic is shown by the fact that at the same time we saw four babies with septicwmia due to other organisms, who clinically resembled the group of the B. fwc. alcaligenes septicaemia. It may be that we are dealing with a non-specific vasomotor reaction which is due almost always to one specific cause. One is reminded of the erythema nodosum that some years ago used to be, in about 80% of the cases in children, a manifestation of primary tuberculous infection. This is, however, a matter of surmise.
Another question arising from this study is the high incidence of this septicemia. Why is it that in our Maternity Hospital with over 6,000 births per year we have seen so many cases while in the literature one finds reports of one or two cases-mostly in adults? There have so far been recorded only 5 cases of a generalized infection possibly due to this organism in newborn infants and in all there has been meningitis. Could it be that this septicemia is commoner than we thought as we are not yet doing frequent blood cultures in the neonatal period; or that when a Gram-negative organism is found we tend to consider it as a contaminant? On the other hand it is unlikely that this striking skin manifestation could have been missed. There is no mention of anything similar in the literature available to me. Perhaps in the pre-penicillin days it might have been considered as true erysipelas.
I was very interested to see the description of a condition called red-leg occurring in frogs (Miles, 1950) , which can be caused by many other organisms and the B. falc. alcaligenes. The clinical description of red-leg, however, does not give the impression of a v'asomotor phenomenon but of an acute inflammation.
I have to add that in my material;although I had cases occurring in the same room in babies lying close by, I have not been convinced that there was a transmission. But then why should an organism of very mild virulence invade the blood stream of a normal, even small, neonate? That Hirst's (1917) theory, according to which diarrhoea makes the invasion from the bowel easy, does not apply here is obvious from the fact that in only 2 of the 32 babies was diarrheea present. On the other hand none of these babies was fully breastfed. Because of its striking appearance, gangrene has attracted attention from the earliest times, but the first complete treatise on the subject was written by Fabricius Hildanus in 1593. This author described gangrene of the newborn due to pressure during delivery, and regarded cancrum oris as a complication of infantile scurvy. He considered gangrene to be a form of inflammation which could proceed to mortification, i.e. what would to-day be called "threatened gangrene". Nowadays, gangrene implies tissue death combined with putrefaction, usually due to saprophytes, and the colours and odours of gangrene are the result of decomposition of blood and other tissues by these organisms. They do not tend to invade adjacent healthy tissue, but occasionally gangrene is caused by pathogens and is then liable to spread rapidly. Besides the well-known gas-forming organisms, the combination of streptococci with staphylococci seems particularly virulent, giving what Meleney (1931) has called "bacterial synergistic gangrene", and some of the outbreaks of "hospital gangrene" reported in the last century may have been due to this cause. It follows that gangrene is most likely to occur in tissues to which organisms normally have wcess: the skin, mucous membranes, lungs and intestines. This paper, however, is only concerned with the more superficial forms of gangrene. CLASSIFICATION Slides were then shown to illustrate types of gangrene due to infection, trauma (Fig. 1 ), renal disease, intra-arterial injections, intravenous infusion (Fig. 2) , polyarteritis nodosa, arterial thrombosis and embolism, hemor-rhage ( Fig. 3) , arteriovenous aneurysm, "pink disease" and Raynaud's disease. On the basis of these and other published cases, the following classification of gangrene was proposed (Table I) . Dunn (1951) PREVENTION AND TREATMENT Many of the cases have occurred in children who have been malnourished, neglected or dehydrated, and the best prophylaxis of gangrene lies in the prevention of these conditions. Arterial injections should be avoided as far as possible, and limbs into which intravenous infusions are being given should be inspected at frequent intervals. The necessity for immobilizing the limb may be reduced by using plastic tubing rather than a cannula, or the infusion may be given by a fine needle into a scalp or other vein.
Acute bacterial infections should be treated by appropriate drugs, including steroids, and varicella and vaccinia gangrenosa by gamma-globulin. Threatened gangrene should be treated by elevation of the affected limb (but cooling may still further impair the circulation by encouraging venous stasis and thrombosis), and where thrombosis is suspected, anticoagulant therapy is indicated. To improve the collateral circulation heat should be supplied to the rest of the body, and vasodilator drugs such as aspirin, alcohol, papaverine and tolazoline (Priscol) should be used, but it must not be forgotten that sleep is the best natural vasodilator, and it may be necessary to give analgesics and sedatives to ensure this.
For established gangrene, amputation is seldom necessary and never urgent in the absence of spreading sepsis (Greene; 1941). If, however, gangrene appears to be spreading, or if there is constitutional disturbance, antibiotic treatment and early excision of the affected area may save life and limb.
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